1. INTRODUCTION The problem of providing adequate care and treatment for patients suffering from mental disorder has become more acute in recent years for many reasons, not least amongst them being the increased numbers and longevity of the population in conjunction with their greater willingness to seek early advice and treatment. As a result, mental hospitals are faced with the dilemma of increasing their admission rates and at the same time continuing to look after an increasing proportion of long-stay chronic patients who are living longer.
Associated with an increasing psychiatric awareness in the general population, are other social agencies contributing to the increased numbers of patients, such as the unwillingness of families to accept responsibility, and provide a home, for parents too aged or too infirm to look after themselves. All too often therefore, a patient, who is otherwise fit for discharge, remains in hospital because he has nowhere else to go.
The problem is a national one. Even before the last war there was a considerable shortage of beds for mental illness, and the inadequate provision of accommodation in the past has been accentuated by apparent deficiencies in planning since the 1946 Act. In August, 1951, regional boards were told by the Ministry of Health that their planning on the mental side was quite incommensurate with the needs of the situation. Furthermore, the problem of mental hospital accommodation is qualitative as well as quantitative. Most accommodation is extremely out-of-date; only a handful of mental hospitals have been built since 1918, and the majority were in existence before the Lunacy Act of 1890. Coincident with greater overcrowding at most hospitals, the general shortage of nursing staff has been aggravated by the loss of trained and experienced personnel; and the continuance of the service even at its present level is made possible only by employing less trained personnel and by using many part-time staff. Future staffing problems will be increased by falling recruitment and the high wastage rate of student mental nurses. The former is closely linked with the present financial situation, in that the hospital service cannot compete with industry in respect of salaries and hours of duty. The latter is largely due to overcrowding, and the vicious circle must be broken before improvements can be expected. The consequences of employing larger numbers of domestic staff call for special consideration, since this would lessen the wastage from employment of nursing staff on non-nursing duties.
AIMs OF THE SURVEY
In view of the large number of patients involved, the degree of overcrowding, and the apparent shortages of many types of staff, it was decided that an examination should be made of the type of case at present being cared for and treated in the mental hospitals of the Birmingham Region, with special reference to the most effective utilization of skilled personnel.
By no means all the relevant information for such an investigation in its entirety is readily available from the existing records; it will be possible to give a complete picture embodying all types of information only by modifying the design of individual case records. This survey is therefore concerned with those aspects which could be adequately covered by the use of forms designed for completion at source and without recourse to case records. Thus the immediate aims of the survey include: (i) of beds in addition to the statutory number for which the hospitals were designed.
An examination of ward returns designed for collection of data relevant to 2(i) and 2(ii) above reveals considerable inter-ward differences in degrees of overcrowding, defined with respect to statutory accommodation* as base. At most hospitals the admission unit is not overcrowded and hence the lower limit of the range of percentage overcrowding is zero in each case. We here consider only the overcrowding at night, this being the more important, and Table I shows for each hospital, for males and females respectively, the number of wards which are overcrowded within certain ranges and the average overcrowding for each hospital as a whole.
Male Side.-Only two hospitals have an appreciable number of wards not overcrowded. Otherwise, at least five wards at any one hospital are overcrowded. In the region as a whole, the proportion of such wards is 71 per cent. Excluding the two hospitals mentioned above, the proportion is 80 per cent. Mobility, Incontinence, and Assistance Required.-In any assessment of the type of patient on a particular ward, with special reference to the disposition of trained personnel, it is necessary to make due allowance for the proportions of bedridden and incontinent patients, and for the degree of assistance required in feeding, bathing, etc. An examination of the number of patients on each ward requiring various forms of assistance showed that differing interpretations placed upon the recording of such data would not permit any comparison between hospitals, and the information recorded was deemed to be useful only for considering the disposition of personnel between wards at a particular hospital, as outlined in the classification of wards referred to below.
The regional summary for mobility and incontinence is given in Table III (opposite), which shows that about one-tenth of the male and one-eighth of the female patients are bedridden. There is less variation between hospitals in respect of the female proportions than of the male proportions, and at each hospital, with one exception, the proportion of female bedridden cases is higher than the corresponding male proportion. In the Region as a whole, almost 40 per cent. of the bedridden males and about 60 per cent. of the bedridden females require the bed-pan, and regardless of their mental states, such patients make considerable demands upon nursing strengths of hospitals. Many patients are, of course, both bedridden and incontinent, and hence require medical and skilled nursing supervision. Those that The remaining wards house patients who, with very minor exceptions, are all ambulant, and these may be separated into the third and fourth groups mentioned above by considering the proportion of patients working outside the wards. Broadly speaking, those patients employed outside the wards are likely to make less demands on the services of nursing personnel than other ambulant patients, and such a separation has been made with a view to what follows. The wards which fall into the fourth group are also distinguished by the small numbers of patients requiring assistance, and this group includes the non-observation wards. There are very few border-line cases, and the only wards excluded from the classification are isolation wards. These are small in number and size and do not merit further analysis. This classification will be used in the following section to review the availability of certain grades of staff at the time of the survey.
STAFF
Medical Staff Employed.- Table IV It has been suggested that there should be one doctor for every 150 resident patients, and that where extra-mural duties are undertaken the staff should be larger (Blacker, 1946) . Only two hospitals in this Region conform to this level of staffing, but such ratios take no cognizance of the type of patient.
It has not been possible to assess the time spent by medical staff at the psychiatric out-patient clinics, nor the time spent in the various duties of medical personnel in the hospital. However, the figures cited throw some light on differential availability ofvarious grades of staff throughout the Region.
As regards other medical staff employed, only three persons appear to be undertaking part-time service in the mental hospitals of the Region; and in view of the difficulties experienced in filling full-time posts, it would seem that a considerable increase in part-time service might be made.
Nursing StaffEmployed.-By recourse to the ward returns previously mentioned, an attempt has been made to give a picture of the disposition of nursing staff by ward on any one day or night. The large proportion of part-time female nurses employed complicates the issue as regards the female wards, and the more so in the absence of data bearing on severity of cases, since the disposition of nurses from day to day presumably depends to some extent upon the type of patients being cared for and the degree of overcrowding, etc. It was apparent from the survey that there was a daily shift system at only one hospital. Elsewhere, full-time nurses work on the wards for 12-hour periods on both day and night duties. The long hours worked per duty, together with the allowance for staff on leave and sick, mean that only about half the nursing strength of the hospital is available for duty at any one time. For this reason, and because at each hospital there are senior members of the nursing staff who do not work on the wards, an evaluation of total nursing staff to patients in residence is certain to be unrealistic. The grade of nursing staff (whether trained, student, or assistant) was obtained, and with few exceptions each ward is covered by day, in the first instance, by a trained member of staff. At night many wards do not have staff allocated to them but are patrolled at regular intervals by staff from other wards or by a small complement of relief staff. It is possible to review the availability of nursing staff against the background of the four-fold classification of wards made in Section 4 above, thus taking into account, to some extent, the type of patient involved. A consolidation of the figures given for each ward by recourse to this classification provides patientstaff ratios at each hospital for trained, student, and other staff respectively. These ratios vary from hospital to hospital within the same class of wards, and the size of each ward has some bearing on the allocation of nursing staff. But the overall ratios for the Region as a whole for each class give reliable estimates of the relative availability of different grades of staff, and such ratios are exhibited in Table V for male and female wards respectively. Each ratio depicts the number of patients who, on the average, are looked after by a nurse of a given grade during the day-time. The disposition of trained staff on both the male and female sides is clearly defined, and for each group of wards there is a greater availability of male trained staff. As would be expected, patientstaff ratios increase throughout from the first group to the fourth group, although a much greater proportion of trained staff is allocated to the last group on the male side. This difference is probably attributable to the fact that some male staff go out to work with the patients, whereas female patients working outside the wards are supervised by catering and laundry staff. On the male side trained staff appear to be allocated to the second and third groups in almost equal proportions, whereas on the female side there is a considerable difference in the degree of allocation between these two groups.
The patient-staff ratios for student nurses increase far more rapidly over the four groups than do the above ratios for trained staff. Male student nurses are allocated almost entirely to the short-stay wards and to the wards with bedridden cases, and in proportion to the number of patients respectively involved they are, of course, mainly allocated to the former group. Female student nurses are similarly dispersed, although a not insignificant proportion is allocated to the third group. The student coverage of the admission units is more satisfactory on the male side, and the converse is true for the other three groups.
The disposition of nursing assistants is not so clearly defined as for the foregoing grades of nursing staff, and presumably their allocation is partially associated with the shortage of student nurses. There is a much greater degree of availability of this grade of female staff than male, and the female distribution is probably more representative of the method of allocation. A large proportion of female nursing assistants is employed on wards in the third group; but relative to the number ofpatients involved they are allocated in almost equal proportions to the first three groups, with a slight preponderance in the second. The lowest patient-staff ratio for this grade of male staff appears in the third class of wards, and, as for the female side, the highest ratio is in the fourth.
The patient-staff ratios reveal a negligible difference between the male and female wards in total staff coverage for any one group; there is one nurse to fifteen patients for each sex when all wards are considered. The final analysis for nursing staff by grade, irrespective of type of ward, shows that there are almost twice as many male as female trained nurses available per patient and almost four times as many female as male nursing assistants per patient. There are slightly more female students per patient than male.
The foregoing results indicate the disposition of nursing staff available at the time of the survey, taking into account inter-ward differences with respect to patients cared for. They may therefore be used to assess more accurately than hitherto the availability of staff at a particular hospital, but it remains to decide how many staff of different grades should be employed on a ward of a given type. Prerequisite to a judicious decision is a thorough analysis of the nursing problems involved, against the background of the above classification. While it is not intended to underestimate the value of medical supervision where neither treatment nor prevention is the end in view, the blunt truth is that the problem of accommodation is essentially a domestic one. In fact, the problem of appropriate provision for mental patients has much in common with the problem of appropriate provision for the chronic-aged, inasmuch as it is the responsibility of the Health Service to discharge the dual function of: On the other hand, it presents difficulties and opportunities peculiar to its forensic implications and to the historical background of the disposal of persons in need of protection or of restraint.
Estimates of the relative proportions of these two classes of patient, (a) and (b) above, are given by the analysis of patients in residence by length of stay. It is probably true to say that on any one day at least 85 per cent, of the total in-patient population are chronic cases in that they are unlikely ever to leave hospital. The accommodation available at each hospital for full-time staff, together with the number of quarters occupied on the day of the survey, was obtained separately for each type of staff. It was found that all quarters set aside for medical staff were occupied at most hospitals and that presumably any increase of medical staff would necessitate a re-organization of existing quarters. It would seem that with few exceptions, adequate provision has been made for female nurses, quantitatively speaking, and it is doubtful whether, even if an appreciable increase in the nursing strengths was effected, all the available quarters would be filled. On the other hand, very few of the available quarters for male nurses were unoccupied, and for maintenance and domestic staff there were no vacant quarters at most hospitals either within the hospital buildings or outside. An increase of quarters for male resident staff would probably facilitate recruitment, although it appears that, in view of the long hours spent in the hospital buildings, nurses are likely to prefer their living quarters to be situated elsewhere.
8. SUMMARY (1) An examination has been made of several of the problems of providing adequate care and treatment for patients resident in the mental hospitals of the Birmingham Region.
(2) The survey reveals the greater degree of overcrowding at night of the female wards than of the male, and shows that at many hospitals only the admission units and sick wards are not overcrowded.
(3) The analysis of patients in residence shows that: (a) 34 
